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Childbearing, from the standpoint
of psychological medicine, is the most
complex event in human experience.
Recently delivered mothers are vul-
nerable to the whole spectrum of gen-
eral psychiatric disorders, as well as
those resulting from the physical and
psychological changes of childbirth.
The old classification under three
headings – the maternity blues, post-
partum (‘postnatal’) depression and
post-partum (‘puerperal’) psychosis –
is an oversimplification. A four-part
classification would be appropriate:
psychoses, mother-infant relationship
disorders, depression and a miscella-
neous group of anxiety and stress-
related disorders. Each, with sub-
headings, will be discussed here in
terms of diagnosis, treatment and pre-
vention.

PSYCHOSES

These fall under three headings –
organic, psychogenic and bipolar/
polymorphic – of which the last is the
least rare. The organic psychoses (1)
include post-eclamptic psychosis (2)
and infective psychoses. Antenatal
care and antibiotics have almost wiped
them out, but they may still occur in
low-income countries. Recent figures
for the frequency of eclampsia and
post-eclamptic psychosis in India
resemble those in Europe 100 years
ago (3). There have been occasional
reports of confusional states compli-
cating anaemia, ethanol withdrawal,

cerebral venous thrombosis (4), chorea
gravidarum and heart disease. Idio-
pathic confusion, similar to that seen
during parturition, can occur. In the
ICD-10, these disorders can be classi-
fied under F05, with an appropriate
coding for the cause. The treatment is
of the underlying disorder.

In psychogenic psychosis, the con-
tent (usually delusions), as well as the
onset, course and outcome, are linked
to severe stress. Conjugal jealousy, aris-
ing in the puerperium, is an example.
Psychogenic psychoses are occasionally
seen after adoption of a child (5) or in
fathers around childbirth. In the ICD-
10, these are classifiable under F23.3,
and require psychological as well as
antipsychotic drug treatment.

Most cases of post-partum psy-
chosis are manic-depressive in form,
and there is much evidence for a close
connection between puerperal and
bipolar disorders (1). Another litera-
ture links post-partum and ‘cycloid’
(acute polymorphic) psychoses (6).
Unfortunately, there is no agreement
on the relation between the bipolar
and the acute polymorphic group: if
they were related, as has been suggest-
ed (7), ‘puerperal psychosis’ would
simply fall under an (enlarged) bipolar
rubric. ICD-10 recommends classify-
ing all post-partum disorders accord-
ing to the presenting symptoms, with a
second code (099.3) for the puerperi-
um. It has also reserved an entire cat-
egory (F53) for puerperal disorders,
while discouraging its use (8). This is

unnecessary. The important thing is
for psychiatrists to code the puerperal
state, so that epidemiologists can
identify all cases. The ‘puerperium’
can be defined broadly, because it is
easy to eliminate distantly related
cases by scrutinising the records. Two
excellent epidemiological surveys
(9,10) have established the incidence
of post-partum psychosis as somewhat
less than 1/1000 deliveries. The diag-
nosis presents no exceptional prob-
lems, since every form of delusion,
verbal hallucinosis, disturbances of
the will and self, perplexity, stupor,
catatonia and mania can occur, with
an acute onset soon after delivery.
Treatment is with antipsychotic drugs,
but severe side effects have been seen
with haloperidol, and second genera-
tion antipsychotics may be safer. Lithi-
um is useful in treatment; only one
breast-fed infant developed (non-
fatal) side effects. If a mother needs
admission to hospital, it is probably
best to admit the infant too (see
below). The psychosis has a recur-
rence rate of at least 1 in 5 pregnan-
cies. Mothers with a history of non-
puerperal mania have a similar
enhanced risk. There is some evidence
that lithium, given immediately after
delivery, reduces this risk. 

DISORDERS OF THE 
MOTHER-INFANT RELATIONSHIP

Developing a relationship with the
newborn is the central and most
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important psychological process of
the puerperium. Disturbances in this
process were recognized long ago,
when hatred and rejection of children
(11-14), child abuse (15) and infanti-
cide were described. Various terms
have been used to denote these dis-
turbances. ‘Bonding’ is a lay term, 
but ‘bonding’ and ‘attachment’ are
not descriptive of the essential symp-
tom, which is the mother’s emotional
response to the infant, including
hatred and pathological anger. ‘Moth-
er-infant interaction’ reflects this, and
has the advantage that it can be
recorded and measured. But the con-
cept of ‘post-natal depression with
impaired mother-infant interaction’ is
inadequate for these eleven reasons: 
• A disturbed relationship is a distinct

phenomenon. Its affective focus is
different from depression. 

• ‘Impaired mother-infant interac-
tion’ is merely the behavioural man-
ifestation of this emotional lesion.

• Depression is associated with many
other disorders (e.g., phobias and
obsessions), but we still recognize
these co-morbid disorders as phe-
nomena worthy of study in their
own right.

• ‘Impaired interaction’ has several
causes, of which aversion to the
infant is only one – the others
include focused anxiety and obses-
sions of infanticide.

• The mother’s aversion to her infant
is often disproportionate to depres-
sion and can occur without it (16). 

• Only a minority of depressed moth-
ers have a relationship problem
with their infants. It is important to
select them for special treatment,
and not to stigmatize the others. 

• Mother-infant relationship disor-
ders have their own specific treat-
ment. 

• The risks are higher in these moth-
ers. It is probable that emotional
deprivation, impaired cognitive and
personality development, child
abuse, child neglect and infanticide
are commoner in this group.

• Those involved in public health
planning, therefore, should be
aware of these disorders, of the

risks they pose and their treatment
response, so that facilities can be
provided.

• The aetiology is probably different
from post-partum depression, with
more emphasis on unwanted preg-
nancy and challenging infant behav-
iour.

• In research, this concept will sharp-
en the focus of studies aimed at pre-
venting child abuse and neglect. 
Perhaps the main reason for the

neglect of these disorders is their
absence from ICD-10 and DSM-IV
(17). In ICD-10, attachment disorders
of childhood (reactive 94.1 and disin-
hibited 94.2) are diagnosable in the
children. There are also ‘Z codes’ that
“capture… a wide variety of things
which, although not illnesses or dis-
orders, bring patients into contact
with the health services”. They include
hostility towards the child, and scape-
goating, but only in relation to the
child’s psychiatric state. In DSM-IV
the corresponding category is reactive
attachment disorder of infancy and
childhood (313.89). For adults, the
only possible category is ‘Parent-child
relational problem’ (V61.20), which is
assigned a mere 50 words on p. 681.
The American Psychiatric Associa-
tion’s Diagnostic Classification of
Mental Health and Developmental
Disorders of Infancy and Early Child-
hood has various relationship disor-
ders as Axis II, but nothing resem-
bling rejection of the child (18). One
of the challenges for ICD-11 and
DSM-V is to find a place for these dis-
orders, so that they can be recognized
by practitioners, and referred for
expert treatment. This will be a diffi-
cult innovation, because a mother’s
hatred of her infant does not fit com-
fortably with the concept of ‘disease’
or ‘illness’. But the medical profession
has the responsibility for conceiving a
classification that enables the recog-
nition and scientific study of all mor-
bid states brought by patients for
treatment.

Disorders of the mother-infant rela-
tionship are prominent in 10-25% of
mothers referred to psychiatrists after
childbirth (1). At the severe level of

rejection of the infant, the mother may
try to escape, or may seek permanent
transfer of infant care within or with-
out the family. She may express the
wish that the baby be stolen, or suc-
cumb to cot death. Another manifes-
tation is pathological anger – shout-
ing, cursing or screaming at the infant,
accompanied by impulses to strike,
shake or smother the child. These dis-
orders are more common, intractable
and serious in their effects than puer-
peral psychosis. With treatment, they
can resolve completely. Without it, the
risks are high. For evidence of these
effects, one must turn to studies of the
effects of ‘post-natal depression’. Most
have not assessed the mother-infant
relationship, but, where this has been
done (19), the child’s cognitive deficits
were linked to early mother-infant
interaction, not maternal depression.
More research should be focused on
the effects of these disorders, especial-
ly their relationship to child abuse and
neglect. 

The diagnosis is facilitated by
screening questionnaires (20,21), and
interviews exploring the mother-
infant relationship. Observational
data can be obtained in hospital
(22,23) or at home (24). Other objec-
tive measures, such as videotapes
(25), can be used. It is possible that
functional magnetic resonance imag-
ing can objectify the emotional
lesion. In the management, it is wise
to treat depression, even when signs
of depression are minimal. The spe-
cific psychological treatment is play
therapy in various forms (26) or baby
massage (27,28), which can be under-
taken by nursing staff or psycholo-
gists. The aim is to help the mother to
enjoy her interactions with the child.
There is evidence for the efficacy of
prophylactic interventions (29,30). 

DEPRESSION

The concept of ‘post-natal depres-
sion’ is another useful lay term. It
reduces stigma, and enables mothers
with a variety of post-partum psychi-
atric disorders to recognize that they are
ill, and seek help. It is a focus for self-
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help groups and lobbying to improve
services. 

It is less useful, however, as a med-
ical concept. The epidemiological
association between the puerperium
and depression is weak. Depression is
relatively common in all adult women,
whether infertile, menopausal, preg-
nant, puerperal or involved in child-
rearing. The rates of depression show
little difference between newly deliv-
ered mothers and other women (31).
There is little confirmation of the
severity of post-partum depression in
the suicide figures. Record linkage
studies in Finland, Denmark and
Canada have shown lower rates of
suicide in mothers within 12 months
of childbirth than are found in other
women from the same nation (32-34).
Only in economically disadvantaged
American mothers have higher rates
been found (35). Mothers with ‘post-
natal depression’ are a heterogeneous
group. Some have anxiety, obsession-
al and stress disorders, with little or
no depression. Others have depres-
sion associated with equally impor-
tant co-morbid disorders. Even those
with depression alone are heteroge-
neous: they include mothers with
chronic dysthymia, pre-partum depres-
sion continuing into the puerperium,
depression associated with recent
adversity, and bipolar depression. 

In recent years, there has been a
flood of publications on this subject
from all over the world, with over 800
papers since 1995. Post-partum psy-
chiatric disorders are common every-
where, and are not just confined to
industrialised nations with their par-
ticular problems of scattered or dis-
rupted families. Indeed, an 11 centre
study (36) showed they were most fre-
quent in India (32%), Korea (36%),
Guyana (57%) and Taiwan (61%).
But unless it is realized that the term
is merely a rubric, it will leave
research and clinical practice at a
basic level. Not surprisingly, research
into causal associations has discov-
ered that they are the same as for
depression generally, including genet-
ic factors (37), a previous tendency to
depression, adverse events, disturbed

relationships, lack of support and
social isolation (38,39). One bold
experimental study (40) showed that
abrupt withdrawal of oestrogen and
progesterone led to hypomania or
depression in women who had previ-
ously suffered from post-partum
depression. 

The merit of a broad concept of
‘post-natal depression’ is the public
recognition that post-partum disorders
are common, promoting the deploy-
ment of remedial services. Maternal
morbidity can have pervasive effects
on the infant, other children and the
family. Although deficits are not uni-
versal (41), depression can lead to
reduced interaction and irritability
misdirected at the children. Maternal
suicide can be combined with filicide,
which, though rare, is a matter of
great concern. The development of
screening questionnaires has put early
diagnosis in the hands of every mid-
wife, nurse or practitioner. The Edin-
burgh Postnatal Depression Scale
(EPDS, 42) has been translated into
many languages, and a Norwegian
paper reviewed 18 validation studies
(43). The EPDS is a general screening
tool for the whole gamut of post-par-
tum psychiatric disorders. Other
questionnaires can also be used. A
positive score on a self-rating ques-
tionnaire needs to be followed by an
interview clarifying the symptoms of
depression and co-morbid psychiatric
disorders. It is important to explore
the wider context, including the
mother’s life history, personality and
circumstances; the course of the preg-
nancy including parturition and the
puerperium; and relationships with
spouse, other children, family of ori-
gin and, especially, the infant. In addi-
tion to diagnosing depression and
other disorders, one must identify vul-
nerability factors and the availability
of support. Treatment is focused on
depression and any underlying vul-
nerability. It will always involve psy-
chotherapy (44), often given by hospi-
tal and community nurses, health vis-
itors or lay counsellors. A Lancet
review tabulated 13 randomised con-
trolled treatment trials using psycho-

logical treatments (45), to which two
recent studies (46,47) can be added.
Almost all interventions were benefi-
cial. An extensive literature has accu-
mulated on drug treatment in lactat-
ing women, with over 50 reviews (48).
The suckling infant is at risk because
of the immaturity of foetal systems –
lack of body fat, less plasma protein-
binding, immature liver and kidney
and undeveloped blood brain barrier.
Nevertheless, few adverse effects have
been reported. Indeed, Epperson et al
(49,50) have demonstrated that nei-
ther sertraline nor fluoxetine affects
serotonin levels in suckling infants. In
general, it is not recommended that
antidepressant agents should be with-
held, or that breast-feeding stopped.
It is wise to use antidepressive drugs
cautiously in lactating mothers, and it
may be helpful to take the drug after
breast-feeding. Oestrogens may be
efficacious (51), although replication
is necessary. 

Prevention is important in mothers
with a history of post-partum depres-
sion. There is a great opportunity 
to identify mothers at risk during
their attendance at antenatal clinics,
where pregnant women with previ-
ous episodes, current depression
and obvious risk factors such as
social problems, substance abuse or
unwanted pregnancy can be picked
up. Support from community nurses,
voluntary agencies or groups can
begin during pregnancy, and arrange-
ments made for prompt diagnosis and
treatment of a post-partum recur-
rence. The Lancet review (45) tabu-
lated 11 randomised controlled pro-
phylactic trials, using psychological
interventions, to which 6 others (52-
57) can be added. The involvement of
fathers has been positive (58,59), and
three intervention studies improved
mother-infant interactions (30,60,61).
But most prophylactic trials have
been disappointing. Even prophylac-
tic antidepressive agents have failed
to prevent post-partum depression
(62). It is remarkable that a disorder
that presents such an excellent oppor-
tunity for prevention has proved so
resistant to prophylaxis. 
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DISORDERS RESULTING 
FROM STRESSFUL PARTURITION
Post-traumatic stress disorder
(PTSD)

Since the pioneering study of Byd-
lowski and Raoul-Duval (63), over 40
papers have appeared on this disor-
der. There have been eight quantita-
tive studies, showing rates up to 5.6%
(64). The stressful experience is usual-
ly pain, but loss of control and fear of
death may be the focus (65,66). Ten-
sion, nightmares and flashbacks per-
sist for some weeks or months, and
may recur towards the end of the
next pregnancy. They lead to second-
ary tocophobia: in Sweden half the
mothers with a ‘very negative’ birth
experience at their first delivery
avoided any further pregnancy (67).
These patients should be referred for
specific psychological treatment.

Querulant disorders

Childbirth is a key experience, and
a mother may feel bitter if delivery is
perceived as mismanaged. Com-
plaints are relatively common after
emergency Caesarean section (68). In
some cases, complaining can preoc-
cupy the mother for weeks or months,
and interfere with infant care. These
disorders are sometimes confused
with depression or PTSD, but the
affect is ruminative anger, not depres-
sion or anxiety, and the treatment is
different – distracting attention from
the perceived injury, and redirecting it
to positive activity. 

SPECIFIC ANXIETY DISORDERS 

Post-partum anxiety disorders are
underemphasized and may be more
common than depression (69-71). A
review of eight studies of ‘panic disor-
der’ showed that 44% anxious women
had an exacerbation, and 10% a new
onset, in the puerperium (72). ICD-10
and DSM-IV give criteria for anxiety
disorders as a group, but the focus of
anxiety is also important, because it
may indicate specific psychological
treatment. This is a challenge for the
next generation of international classi-

fications. De Armond (73) described
fear of the newborn based on the awe-
some responsibility of infant care.
Most mothers are shielded from this
by family support, but it can be a prob-
lem in isolated nuclear families. A
mother with infant-focused anxiety
may develop a phobia for the infant
(74). Fear of cot death can reach a
pathological degree (75): the main
manifestation is nocturnal vigilance –
the mother lying awake listening to
the infant’s breathing, with frequent
checks that lead to exhausting sleep
deprivation. Many mothers are exces-
sively anxious about the health and
safety of their children – described as
‘maternity neurosis’ in an early paper
(76). Drug treatment can be used, but,
in lactating mothers, benzodiazepines
should be used with caution. They are
well absorbed from the gut, have long
half-lives, and are more slowly
metabolised by the foetal liver. Lethar-
gy and weight loss have been reported
in an infant exposed to diazepam.
Post-partum anxiety disorders often
require the skills of a clinical psychol-
ogist, using relaxation techniques,
cognitive therapy, desensitisation and
other specific therapies. Involvement
of a panel of mothers who have recov-
ered from these disorders is useful, as
in other post-partum disorders.

OBSESSIONS OF CHILD HARM,
AND OTHER MORBID
PREOCCUPATIONS

Obsessions of infanticide were
among the first post-partum disorders
to be described (77). Classic papers
were written by Chapman (78) and
Button and Reivich (79). The central
symptom is impulses to attack the
child, but the setting is different from
the pathological anger that precedes
child abuse. The mother is gentle and
devoted. She experiences extravagant
infanticidal impulses, together with
fantasies of the family’s horror and
grief, causing intense distress and
leading to reduced contact with the
baby. The content can include child
sexual abuse (80). Jennings et al (81)
found that 21/100 depressed mothers

had repeated thoughts of harming
their child and took precautions, and
24 were afraid to be alone with the
baby. Pregnancy and childbirth are
among the main precipitants of obses-
sional neurosis (82,83). The manage-
ment involves specific psychological
treatment as well as antidepressant
therapy. It is important to discourage
avoidance of the child, and encourage
cuddling and play, strengthening pos-
itive maternal feelings.

Other morbid ideas are a problem to
some mothers. A disorder akin to dys-
morphophobia, based on the bodily
changes resulting from pregnancy and
childbirth, is common. These women
complain of weight gain, stretch marks
or scars. They are reluctant to undress
in front of their husband, avoid look-
ing at themselves in the bath or the
mirror, and sometimes avoid being
seen in public. These have not been
emphasized in the psychiatric litera-
ture, perhaps because no-one can sug-
gest a treatment, except time!

Conjugal jealousy is another disor-
der sometimes linked to pregnancy
and childbirth, as an understandable
reaction to pregnancy’s effect on sex-
ual life. Apart from case reports, there
is just one quantitative study: Schüller
(84) found that 6/27 patients with
morbid jealousy, attending an Austri-
an clinic, were breast-feeding.  

SPECIALIST TEAMS

Because of the diversity of post-
partum mental illness, its risks for the
infant, and the skills and resources
required, there is a case for setting up
specialist services. In 1958, Main (85)
pioneered conjoint mother and infant
hospitalisation. This has accelerated
the growth of knowledge through the
concentration of severe cases in
mother and baby units. The essence
of mother-infant services is the multi-
disciplinary specialist team, including
psychiatrists, psychologists, nurses
(probably also nursery nurses) and
social workers. Its aims are preven-
tion, early diagnosis, and versatile
intervention, with minimal family dis-
ruption. Such teams can serve a wide
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area, taking over the treatment of
severe and intractable illness, devel-
oping services, training staff and con-
ducting research. They can provide a
trial of mothering in complex cases,
and give medico-legal advice. Domi-
ciliary assessment and home treat-
ment are appropriate. A day hospital,
with a wide range of interventions –
groups, play therapy, motherhood
classes, anxiety management and
occupational therapy – has the advan-
tage of putting mothers with similar
disorders in touch with each other,
without disrupting family life; it has
been shown to be cost effective (86).
If a mother must be hospitalised, joint
admission of mother and infant has
advantages over admission of the
mother alone, because it preserves the
mother-infant relationship. Units
devoted to post-partum care are prob-
ably safer and more effective than
conjoint admission to general psychi-
atric wards. Specialist teams need
links with obstetric units, which have
an important role, especially in early
diagnosis and prevention. They also
need links with paediatric units,
social services and child protection
teams to collaborate in the prevention
of child abuse. Links with voluntary
agencies are important, because self-
help groups provide much support
for depressed and isolated mothers,
and can collaborate in treatment
(87). There are a number of specialist
services in UK, Australia and New
Zealand, France, Germany, Belgium
and The Netherlands, but few else-
where. There is a case for establishing
them in every country, and all major
cities and conurbations. Unfortunate-
ly, the advantages and safety of these
specialist services have not yet been
established by systematic service eval-
uation. This will be a difficult exer-
cise, demanding careful matching of
cases for diagnosis and severity. But it
is one of the main research priorities
in this area of psychiatry.
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